Review/Other-Dx N/A A report based on a systematic review conducted for a 2007 LBP in guideline and a subsequent meta-analysis to help clinicians practice high-value health care by following a more rational and cost-conscious diagnostic approach.
Good evidence indicates that routine back imaging is not associated with clinically meaningful benefits and exposes patients to unnecessary harms, but imaging remains overused. More evidence-based approach to imaging is needed. To assess the diagnostic performance of clinical characteristics identified by taking a clinical history and conducting a physical examination ("red flags") to screen for spinal malignancy in patients presenting with LBP.
The authors included 8 cohort studies of which 6 were performed in primary care (total number of patients; n = 6,622), 1 study was from an accident and emergency setting (n = 482), and 1 study was from a secondary care setting (n = 257). In the 6 primary care studies, the prevalence of spinal malignancy ranged from 0% to 0.66%. Overall, data from 20 index tests were extracted and presented, however only 7 of these were evaluated by more than 1 study. Because of the limited number of studies and clinical heterogeneity, statistical pooling of diagnostic accuracy data was not performed. There was some evidence from individual studies that having a previous history of cancer meaningfully increases the probability of malignancy. Most "red flags" such as insidious onset, age >50, and failure to improve after 1 month have high false positive rates. All of the tests were evaluated in isolation and no study presented data on a combination of positive tests to identify spinal malignancy. The authors conclude that for most "red flags," there is insufficient evidence to provide recommendations regarding their diagnostic accuracy or usefulness for detecting spinal malignancy. Over 160 studies were considered for inclusion. Of these, 33 studies compared discography with other diagnostic tests, 30 studies assessed the diagnostic accuracy of discography, 22 studies assessed surgical outcomes for discogenic pain, and 3 studies assessed the prevalence of lumbar discogenic pain. The quality of the overall evidence supporting provocation discography based on the above studies appears to be fair. The prevalence of internal disc disruption is estimated to be 39% to 42%, whereas the prevalence of discogenic pain without assessing internal disc disruption is 26%. 
Observational-Dx

patients
To assess the ability of neurosurgical residents to predict on clinical grounds in which patients with CES this was due to prolapsed intervertebral disc thereby justifying a request for urgent MRI MRI was normal in 10 (43%) patients. A disc prolapse causing cauda equina distortion was present in 5 (22%) patients. The diagnostic accuracy of urinary retention, urinary frequency, urinary incontinence, altered urinary sensation and altered perineal sensation were 0.57, 0.65, 0.61, 0.65 and 0.60 respectively. Evidence Table Key Evidence Table Key Study Quality Category Definitions  Category 1 The study is well-designed and accounts for common biases.
 Category 2 The study is moderately well-designed and accounts for most common biases.  Category 3 There are important study design limitations.
 Category 4 The study is not useful as primary evidence. The article may not be a clinical study or the study design is invalid, or conclusions are based on expert consensus. For example: a) the study does not meet the criteria for or is not a hypothesis-based clinical study (e.g., a book chapter or case report or case series description); b) the study may synthesize and draw conclusions about several studies such as a literature review article or book chapter but is not primary evidence; c) the study is an expert opinion or consensus document. 
